Thus, with high professionalism and experiences of operators, as well as highly skilled anesthetic and intensive care provision simultaneous surgery in gynecology and surgery through the classic and combined accesses can take its rightful place in department practice, as far as they don't represent a great danger for patients and positively perceived by them while adhering above-mentioned conditions.
During many years, the rheumatic diseases were frequent extra genital pathology in pregnant women [5] . But in recent decades, due to the successful prophylaxis of fever, the incidence of the current disease in pregnant women has slightly decreased [2] . Recently, it was observed that there has been an increase in the number of pregnant women and mothers suffering from heart diseases, which is explained by a number of reasons: the early diagnosis of such diseases; the opportunity to save the pregnancy in cases, which were previously impossible; the increase in the number of women under gone the heart surgery; and the number of seriously ill women, who make a decision to continue the pregnancy with the permission of doctors or on their own, being confident in the success of medical science and practice. The exacerbation of rheumatoid process has also an adverse effect on fetal development, it increases the risk of developing of complications from the mother's side during the pregnancy, the childbirth and the postpartum period. This is explained by the fact, that pregnancy increases the load on the cardiovascular system (CVS), even in healthy women; while at a risk of hemodynamic changes due to existing defects, the load increase many times [3; 4] . An increase in the frequency of premature births, incidence of pathological blood loss during delivery and perinatal mortality is observed depending on the severity of heart failure (HF) [6] . In this regard, it is important to consider the assessment of physical performance as an indicator of myocardial reserve capacity. According to ESC, it is recommended to use the exercise testing for the objective evaluation of the functional activity of the pregnant woman [1] . But in the available literature, we have not found an answer to: what kind of exercise testing exactly is advisable to apply for pregnant women? So, the assessment of physical performance and capacity, in our view, is preferably to carry out with the most physiological method, namely, a six-minute walking test in order to evaluate the risk of cardiovascular complications.
Objective To estimate the parameters of central hemodynamics in relation to exercise tolerance in women with rheumatic heart disease.
Methods and materials of investigation
The study involved 70 pregnant women at the age of 19-35 years, with rheumatic heart disease in the 2 nd and 3 rd trimester of gestation. Along with the considering and evaluating the complaints and anamnestic data, a physical examination was also fulfilled during pregnancy. The evaluation of the functional state of the cardiovascular system was carried out comprehensively, taking into account electrocardiographic and hemodynamic parameters. The ECG was conducted in 12 standard leads. The assessment of hemodynamic parameters included: the analysis of heart rate frequencies (HRF); blood pressure (BP) level, measured by the standard method of Korotkov. For the purpose of studying the intra cardiachemodynamics, the echocardiography method was used on "SONOLINE VERZA PRO" device ("SIE-MENS", Germany), in accordance with the recommendations of the American Association of Echocardiography in M and B modes. Laboratory blood tests included complete blood count (CBC), and the identification of rheumo test (RT). The exercise tolerance test in the form of a 6-minute walk was applied to all surveyed patients. The test was conducted in the hospital corridor with a length of 40 meters. Before fulfilling the test, the initial state of women: BP control, heart rate and electrocardiogram was evaluated. Then pregnant women were offered to walk for 6 minutes in individually adjusted maximum rate, which does not cause the further discomfort or manifestations of HF symptoms (breathlessness, weakness, tiredness or heaviness in the legs). In case of appearance of HF symptoms during the performance of physical activity, the women had to slow down or stop walking until their state stabilized, and then continue walking. Thus, the duration of test remained the same, and the rest timeмwas included into 6-minutes period. The 6-minute test result sallow us to determine the functional class of HF. For this purpose we used the HF classification, proposed by New York Heart Association (NYHA) in 1964. Depending on the passed distance, all surveyed pregnant women were divided into 3 groups: Group1 (n = 12) -women with functional class (FC) I of HF, Group 2 (n = 24) -pregnant with FC II of HF, and Group 3 (n = 34) -pregnant with FC III of HF. The research results were subjected to statistical processing based on BIOSTAT program for Windows (version 4.03). The sample average (X) and the sample standard deviation (SD) were determined. The reliability of inter group differences was assessed by Student's T-test. For all types of analysis, p < 0.05 value was considered statistically significant.
The research results
The average age of the patients, gestation period, the parity number in groups did not differ. The systolic blood pressure BP (SBP) level and diastolic BP (DBP) in groups were also comparable. In pregnant women in FC III of HF the HRF (heart rate frequency) was higher in comparison to the pregnant in FC I of HF, respectively 102.63 ± 10.94 beats/min, vs. 94.25 ± 10.87 beats/min (p = 0.028) in group 1; 98.79 ± 14.59 beats/min in group 2.
According to ECG data, higher parameters of HRF (heart rate frequency) were marked in Group 3, compared to Group 1, amounting to 93.86 ± 14.6 beats/min in Group 3, and 85.73 ± 9.48 beats/min in Group 1 (p = 0.02). In Group 2 the HRF (heart rate frequency) did not differ significantly from Groups 1 and 3, amounting to 90.89 ± 11.57 beats/min. Lower atrial rhythm was observed in 2 pregnant women (5.9 %) in Group 3. The blockade of the right bundle branch block was observed in 4 pregnant women (11.8 %) and 1 pregnant (2.9 %) of Group 3. In 16 pregnant women (47 %) of Group 3 there was revealed cardiac arrhythmias in the form of ventricular premature beats (PVCs), whereas it was observed only in 1 pregnant (8.3 %) in Groups 1 and 2 (x 2 = 4.168, p = 0.041). Supraventricular arrhythmias (SVES) was detected in 3 surveyed patients of Group 3, and 2 pregnant in Group 1. In the 3 rd group it was observed the slowing of the pulses on the cardiac conduction system, extending the PQ, QRS, QT intervals.
According to the echocardiography data; in Group I, the1 rd type AP in 1 (2.9 %) pregnant. The 1 st degree TP was seen in 6 (17.6 %), 2 nd degree TP in 2 (5.9 %) pregnant women. In 2 (5.9 %) of pregnant women it was diagnosed mitral stenosis holes and in 1 (2.9 %) patient stenosis of the aortic orifice of moderate severity. In other words, the increase in the depth and severity of valve apparatus lesions is associated with an increase in FC of HF. The study of central hemodynamic parameters showed that in pregnant women with FC III of HF, despite the persistence of average standard indicators of the group, there is a significant trend towards an increase in heart size (mostly left chambers), the frequency of occurrence of separation sheets of pericardium, as a marker of pericardial effusion, as well as decrease in the contractility of the left ventricle myocardium (Table 1) . What is more, the differences in myocardial contractility is fairly significant between all analyzed groups. 
